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The Vanderbilt Professional Nursing Practice Program (VPNPP) is a 4-tiered performance-based career advancement system that recognizes and rewards the application of clinical nursing expertise in direct patient care. During the development of the program, it became clear to the steering committee that the nursing performance appraisal process needed to be refined to support the objectives of the advancement program. Concurrent with the development of this recognition and reward system for differentiated levels of practice for nurses through the VPNPP, Vanderbilt University Medical Center (VUMC) was developing a performance development system. In this system, each employee's annual pay increase was to be based on a pay-for-performance model.
It was imperative therefore that the evaluation tools created for VPNPP be aligned with the medical center's performance development initiative to integrate the advancement program with the basic structure of the organization.The outcome was an evaluation system that monitors practice over time by gathering qualitative and quantitative data from a variety of perspectives, differentiates performance at the 4 practice levels of nursing, and quantifies performance variation within each level.
There is much in the literature pertaining to the need for and benefit of evaluation systems. A system is essential to meet regulatory guidelines. More importantly, credible and objective evaluations assist in improving employee performance, aid in individual goal setting and increase staff satisfaction and retention. Ultimately, a focus on performance improve-ment can be expected to result in better patient care. The literature describes many of the challenges organizations have encountered in creating and sustaining successful performance appraisal systems. 1 Foremost among the issues the VPNPP steering committee set out to address were job descriptions that did not clearly define expected behavior and inadequate evaluation tools that resulted in subjective evaluations. Additionally, staff at VUMC had not historically received performance feedback in a consistent or timely manner.
Other healthcare organizations have been challenged with the same type of environment. One such example, Miami Valley Hospital, redesigned its nursing position description and successfully created a comprehensive, unit-specific assessment of performance. Although the performance appraisal system was in concert with the advancement program, it was separate and distinct from the advancement program. 2 At VUMC, we sought to integrate the performance appraisal system with our career advancement program so that the same data collection tools used to evaluate performance for annual review also would be used to assess at which level the nurse was practicing for advancement purposes. With the implementation of the VPNPP, we initiated a process of remarkable change in the culture of nursing within the organization. By defining 4 levels of practice, we recognized the variation in practice during professional development from novice to expert clinician, and reward accordingly. The novice can feel comforted by this acknowledgement at this stage in his or her development. Interest and motivation of VUMC nurses at all levels to achieve excellence within their practice area are increasing. Nurses who have advanced in the VPNPP have become the benchmarks of excellent clinical practice for their colleagues.
Job Descriptions
Well-constructed job descriptions form the foundation on which to build an evaluation system. The VPNPP steering committee expanded upon an earlier initiative within our organization to define the staff nurse role among and within the more diverse healthcare team. This work resulted in the identification of 6 key functions applicable to staff nurses in every practice area, the Vanderbilt Professional Practice Model Using these key functions, job descriptions were created to define and distinguish practice expectations for each of the 4 levels of practice. The 4 practice levels describe registered nurse (RN) 1, the novice, in the first year of professional practice; RN 2, the competent nurse, able to provide care for any patient in the practice area independently; RN 3, the proficient nurse, possessing knowledge and skill to anticipate and address complex clinical problems and issues, a role model and resource to others both clinically and as a team member; and RN 4, the expert practitioner and clinical leader, who mentors others and leads problem-solving projects.
Crafting the job descriptions required defining essential practice elements embedded in each key function. This was achieved by a workgroup comprised primarily of staff nurses from several specialties, as well as a few representative managers and case managers. This group worked in tandem with the steering committee to create the 4 job descriptions for RN 1 to RN 4 that clearly distinguish the critical elements in each of the key functions noted above and differentiate the 4 practice levels. Input from all levels of nursing was obtained. A chart illustrating the comparison of the 4 job descriptions for 1 key function, planning and managing care, is shown in Table 1 .
Evaluation Tool Development
From the outset, the development of the evaluation tools and processes was driven by clear objectives. The goal was to create an evaluation and advancement system that is an integral and valued part of nursing professional practice. To this end, the VPNPP evaluation system must achieve the following:
• Address the behaviors associated with each practice level.
• Inform the nurse of areas of strength and areas for focused improvement and continued development.
• Provide a clear picture of the quality of practice within each level, so the annual performance-based pay increase can be computed.
• Ensure an objective rating system with consistency across managers and throughout the clinical enterprise.
To develop evaluation tools to meet both advancement and performance evaluation goals, the process was broken down into 3 steps. The first step, defining behaviors associated with each critical element within the 4 job descriptions, required 3 separate focus groups representing the various primary practice perspectives within the medical center: inpatient areas, where all patients require skilled and continuous nursing care; outpatient areas, where only some of the patients require nursing intervention and where significant practice elements occur per telephone; procedural and diagnostic areas, where patients experience an episodic encounter with nursing, such as in emergency, radiology, and operative services. Congruent with our belief that professional nursing practice and the evolution of professional development is fundamentally the same regardless of the practice area, the key functions and critical elements of the job descriptions were created in the generic form to be universally applicable to all practice areas.We anticipated, however, that the way nurses practice, the behaviors associated with each key function and for each level, varies by practice area.We thus convened 3 separate focus groups. Focusing on each element of each key function of the VPNPP, generic job descriptions for RN 1, RN 2, RN 3, and RN 4 identified critical behaviors and outcomes. Focus group members were asked,"What would you see if the competent nurse in your practice area is performing this component of planning and managing care?" "What would you see a proficient nurse doing?""An expert nurse?"
A list of behaviors and outcomes was generated from each focus group. Surprisingly, the behaviors listed were similar across practice areas. The main variance among groups was the language used in that practice area (prioritizes for inpatient practices versus triages for procedural practices, for example). The practice-specific language was retained in practice-specific data collection tools to ensure the criteria are relevant and meaningful to each practice.
The second step in the process, the design of evaluation tools, was achieved by taking each behavior/outcome listed in the first step and posing the question, "Who would most likely observe this behavior or its results and where would you see it?"
This design work resulted in separate data collection tools for inpatient, outpatient, and procedural practices. (At a later time 2 additional focus groups were formed to customize the inpatient list of behaviors for psychiatric nurses and the procedural list for operating room nurses.)
To capture all behaviors and all perspectives, the annual performance evaluation for all staff nurses at Vanderbilt includes the following data collection: The behaviors listed on the data collection tools are clustered around the key functions of the job descriptions. Evidence of performance is either observable and included as criteria on the tools for the person most likely to observe, documented and assessed by documentation audit, or not readily observable and therefore reported on the nurse's self report. For example, the accuracy of a patient assessment and attention to patient safety needs are behaviors that could be obtained from the nurse's documentation and most often observed by peers on the same or following shift for inpatient nurses, and by peer or physician in outpatient and procedural practices.
Examples of behaviors and outcomes most likely to be observed by a peer include the degree to which this nurse customizes the plan of care to patients' specific needs and his or her follow-through on patient and family teaching. In addition, it was reasoned that peers, working alongside or following the nurse, would be able to provide examples of his or her problem-solving abilities and skills in managing conflict. The manager, assistant manager, and charge nurse, as well as the nurse being evaluated, would also have a perspective regarding problem solving, conflict management, communication, and team functioning. The indicators that may be difficult to observe are included in the nurse's self-report tool. Some examples of criteria included in the self-report tool are how care was adjusted to meet the age-specific and cultural needs of patients, and what problems were addressed independently and directly. This variety of data collection enables assessment of most criteria from more than one perspective.
The primary method used to gain staff and manager input during the evaluation system development was focus groups. Focus groups developed aspects of the program and other focus groups reviewed and provided critique. Focus groups can serve as a means by which nursing staff and managers, the target user groups, can participate in development and gain a sense of ownership of the change, and build enthusiasm for making the changes successful in the organization.
Pilot Testing Evaluation Tools
Following development, the data collection tools were pilot-tested in each representative practice area by nurses and managers not involved in their development. There was much enthusiasm for the tools along with appropriate concern for the significant increase in workload for the managers. Additionally, there was acknowledgment of the notable culture change ahead for nurses who had not historically been involved in either self-evaluation or peer review. The final question to address in development of the evaluation process was the frequency of data collection. To measure performance over an entire evaluation period and on the recommendation of the steering committee, nursing leaders agreed to data collection every quarter, or 4 times a year for each nurse. Each quarter a feedback tool and a documentation audit are completed. The feedback tool used is different every quarter: self-report one quarter; peer feedback, another; manager, the next; and another peer or physician for the last. This audit provides the nurse with performance feedback from several perspectives. Each nurse receives immediate feedback when data are collected via the manager. This process allows nurses the opportunity to adjust performance and fine-tune development throughout the annual evaluation cycle.
Because nurses accumulate 8 data collection tools reflecting their performance over the course of the year, calculation of an overall score for each key function is required to determine a numeric score for annual performance evaluation. Each tool has been assigned a weight in relation to the whole:
• Four documentation audits comprise 35% of the total score (8.75% for each audit).
• Manager/charge nurse feedback ϭ 25%.
• Self-report ϭ 25%.
• Peer and physician feedback ϭ 7.5% for each.
The weight of each data collection tool was determined by defining the importance of each component and the skill level of staff in providing feedback to peers. It has been a given, based on prior efforts, that nurses are uncomfortable giving honest feedback directly to their peers. Until developmental work for nurses on peer review has been achieved, the system has been established so the peers providing feedback are known and accountable to the manager but anonymous to the nurse being evaluated. The manager or assistant manager assigns the data collection and conveys the feedback to each nurse. Our goal is to weight peer feedback as equivalent to manager feedback and the self-report within the next 5 years. It is expected that within this timeframe competent nurses will have had sufficient training and experience in peer review to embrace the value of peer feedback and gain the skill needed to contribute reliable and effective feedback to their colleagues.
The training developed in the planning stages used several modalities and approaches over an extended timeframe. Manager and area RN 3 and RN 4 nurses are receiving training on assessing and facilitating stages of change related to staff acceptance of their role in peer review. A facilitators' guide has been developed to use in local staff meetings.These area-specific RN staff meetings have been and will continue to be scheduled periodically. Facilitated by an RN 3 or RN 4 and supported by the manager, these meetings are used to discuss the culture change prompted by the VPNPP, to assess where nurses are in the process, and to address staff resistance.
A Web-based program on giving and receiving objective feedback will be implemented.The VPNPP is developing a website as a resource with a revolving focus. The site will be used to periodically highlight methods for observing performance (without being clouded by "personality"), to objectively evaluate peers, and to review how to use the feedback tools to communicate both positive and constructive criticism with examples. Personal anecdotes are sought to showcase how constructive, objective feedback has positively contributed to nurses' professional development.
Centralized seminars are also in the planning stage. A variety of typical scenarios have been scripted to provide opportunities for participants to practice peer feedback followed by critique from both the recipient and the facilitator.
This commitment to nurturing nurses through their acceptance and, ultimately, their valuing of this process, as well as to the continued development of self-and peer-evaluation skills, is expected to continue for the next 2 to 4 years until we fully realize the steering committee vision of a successful culture change.
Spreadsheet Design for Computations for Performance Evaluation
A spreadsheet, which includes all the weighted computations for individual scoring sheets and furnishes practice-area composite results, was developed to expedite the calculations for the annual evaluation reports (Figure 3) . The entire data collection process has been automated and all paperwork has been eliminated. All data are entered directly into the Web-based database, and scores are calculated. The system also allows for analysis of data by individual, group, and organization.
Implementation
Implementing a change of this magnitude has required support from many different areas. Central to this initiative has been the support of the chief nursing officer (CNO), who sponsored this program by providing vision, encouraging support by gaining consensus and endorsement from the nursing leadership team, and by establishing the use of the VPNPP data collection tools as a nursing priority for the entire medical center. The CNO ensured that both financial and human resources were made available to support this program. This support included a dedicated project manager to guide the development and implementation of the program.
A clear understanding of and support for the program by management teams was critical. Nursing leaders were briefed and provided input at various stages of program development to build their understanding conceptually and to gain their support. To assist in developing their knowledge of the specifics and to gain functional skills in applying all aspects of the program, orientation programs were offered to introduce the management teams to the job descriptions, the data collection tools, the evaluation processes and the advancement program. A practice area management team is typically comprised of the manager, assistant manager(s), and in some instances, a unit educator or designated charge nurses. Careful attention was given to ensure management teams developed a clear picture of the behavioral criteria indicative of each level of practice. This understanding enabled leaders to appropriately evaluate and place their nursing staff within the correct job description for their level of practice as the program was initiated.
To ensure consistency within and across practice areas and to mobilize leaders, the steering committee also conducted inter-rater reliability sessions for each management team. The objectives of the inter-rater process were to:
• Educate each management team regarding the criteria-based expectations for each level of practice.
• Ensure consistency within each management team from a specific practice area and throughout the organization.
• Help leaders resist the natural tendency to place their nurses in a level by ranking the good, better, and best in their practice area rather than by applying the medical centerwide criteria to individual performance.
Throughout implementation, communication was key. Numerous management and staff forums were used to listen, support, clarify, and respond quickly to resolve any identified problems. The project manager attended key management level meetings during which the VPNPP was included regularly on the agenda. This process served as a reliable method for assessing the progress of the implementation and addressing barriers leaders were encoun- tering. To further support communication, regular e-mails, "VPNPP-Mail," were widely distributed to share information and address frequently asked questions. The steering committee members served as both resource and catalyst for this implementation project.They acted as liaisons of the administrative directors and their patient care center management teams. The steering committee members and the project manager also participated in one-on-one meetings with management teams to assist in clarifying questions about the tools and the process,"justin-time" learning.
Staff nurse education was equally important. Supported by the project manager and committee members, the managers were responsible for educating their staff. Although staff meetings succeeded in introducing staff to the tools and the overall process, it was through one-on-one manager/nurse meetings that staff developed a better understanding of criteria and at what level of practice they functioned. Using practice specific examples proved most helpful in moving nurses toward a greater understanding of the criteria and the differentiation of practice at the 4 levels.
This evaluation process has introduced a new culture for nurses. For the first time the staff nurse is required to provide a self-assessment, use documentation audits, and give and receive peer feedback as part of his or her performance appraisal. The data focuses on the nurse's individual compliance with specific job-level standards as well as rating the quality of performance. Thus, each nurse is provided with continuous performance feedback on which to focus goals for continued improvement and growth.
Program Evaluation and Improvements
The evaluation tools were used as drafted through the first annual evaluation cycle. Immediately following the completion of the first evaluation year, "debriefing sessions" were scheduled. More than 1,500 staff nurses were evaluated using the data collection tools. All users were targeted for debriefing, but by different methods. Managers, assistant managers, and charge nurses provided direct feedback through guided discussion in their regular, scheduled patient care center leadership meetings, facilitated by the project manager with members of the steering committee. To ensure attendance by those who wanted to give feedback, the agenda for these meetings was announced well in advance. Staff nurses provided feedback by any of 3 methods:
• Attending open, announced centralized sessions scheduled at a variety of convenient times.
• Participation in the scheduled monthly staff council meeting when the agenda was posted well in advance.
• Completing a written survey that was distributed in all practice areas.
The feedback was collated, reported, and used to revise and improve the evaluation system. The main themes of the feedback were surprisingly consistent among all groups:
• Improvement in documentation was identified most frequently as a practice improvement resulting from the new evaluation process.
• Staff reported in superlatives the high value they placed on the 1:1 evaluation conference they had with their manager, at which they engaged in discussion about their practice. Managers also identified this as a positive outcome.
• The tools successfully differentiated practice levels but were inadequate in evaluating the quality of performance within each level.
• Some criteria were not clear as written and required interpretation.
• The quality of peer feedback was poor, as expected. Staff readily verbalized their resistance to being in the position of influencing another's pay and status. Most nurses (and some physicians) described reluctance to be forthright for fear of retribution if confidentiality could not be absolutely ensured.
• Most users said the process was complex and lengthy, attributable in large part to the compressed timeframe in which data were collected the first year.
The steering committee, with the addition of several manager volunteers, used the feedback to make revisions to the evaluation tools. There was a strong commitment to continue a single process for evaluation that achieved our dual purposes: to identify the level of practice according to the expectations differentiated in the 4 job descriptions and address quality of performance within individual job description for annual performance evaluation. Another design feature we committed to retain in the revised tools was the inclusion of all criteria for all levels on all tools so nurses can be acknowledged for their strengths, regardless of level, and can easily determine where their practice fits within the overall criteria. Nurses can use each tool therefore as a roadmap for focused growth. For criteria that all levels are expected to perform, more is expected for an RN 3 to "meet standard" than for an RN 2. Therefore, the scoring descriptors vary by level of practice (Figure 4) .
Because the evaluation tools were being used for the first time to determine annual pay increases, the staff became focused on their "score" to a much greater extent than their performance strengths and areas for improvement. Thus, in the revised tools, the scoring sums have been removed to allow both manager and nurse to focus on the feedback rather than the score. Nurses see their scores after they get their feedback.
Outcomes
We have concluded our second year using the VPNPP evaluation system for performance development. Through the use of this process nurses have an established path for improvement. Many have set goals either to develop their practice within their current level or to prepare themselves for advancing to a higher practice level. Managers note a definite increase in interest and motivation toward growth by many of their nurses. Nurses are using their newly realized empowerment to initiate conversations with their peers and other healthcare team members regarding quality of care issues. Rather than looking to management to solve problems, nurses are bringing notes of their conversations and their ideas on what they could do to move toward resolution. They are asking to become involved in formal teaching of new RNs.
In addition, many nurses are either participating in or coordinating staff education. Increased awareness of nursing research is evident; nurses are reading research and coming to management with thoughts on how to share this information with their peers or to initiate related practice changes. Managers report an increasing acceptance of this system for annual evaluation. These changes in RN behaviors reflect an initial movement toward the "new mindset," 3 where the focus is on high quality, cost-effective care, and continuous professional development.
Users who have offered feedback in the second year report that the revised tools are easier to use and address quality as well as distinguish the level of performance. As nurses use this evaluation process to demonstrate their practice at RN 3 and RN 4 levels and advance to those levels, they become the benchmarks for others. Once a nurse in a practice area has advanced, it seems to stimulate others to become interested and more motivated.
Recommendations
In implementing this new system of evaluating performance and distinguishing practice levels, we would emphasize several points. Ensure there is alignment with other organizational initiatives, such as pay-forperformance,at each juncture of development and implementation. When 2 or more initiatives are in development simultaneously, it is not enough to collaborate at the beginning and assume you will remain in concert. Each program can change course slightly without recognition that it impacts the other. Thus, communication and collaboration with teams launching other changes is required throughout the development and implementation processes.
Pilot-test extensively prior to full implementation. The broader the pilot, the more assurance of a strong product, and the greater the acceptance. When issues are discovered after implementation, it adversely affects confidence in the program and how well it is accepted. Acceptance is critical to successful implementation.
Commit to a structured training and implementation process. More attention and organizational support can be summoned for the initiation of a new program when everyone is engaged in the process during the same timeframe. Protect the implementation at the vulnerable start-up period by withholding additional changes or projects as much as possible.
Provide regular and visible support. For a major change, appoint a dedicated project manager until the change is firmly rooted. Require and provide a regular forum for frequent check-ins regarding progress and problems. Have a system in place for rapid response to identified problems.The benefit of multiple avenues from which to obtain support and the prompt response to problems encountered cannot be overestimated. In our system, the managers are the "engine" that keeps the program running. Continued support from the steering committee members and project manager provides visibility and encouragement for their continued work towards the goals of VPNPP.
Conclusions
After discussing the lessons learned and recommendations for successful implementation of a new evaluation process, the potential barriers may seem daunting. This work engaged a great number of nurses and nursing leaders over a significant period of time. The benefits realized to date, however, are on target with the goals identified at the outset. Nurses have evaluations that mean something and are becoming an integrated part of their everyday practice. Professional development has become an ongoing and real process. Recognition and reward for proficient and expert practice is objective and credible. This article has described the evaluation tools that have made this possible, as well as the implementation and management of the new evaluation process and our initial program evaluation. It is hoped that the lessons we have learned will assist readers in managing the implementation of their own programs.
